A recent survey on the state of neonatal analgesic treatment in British hospitals has shown that pain in newborns is not yet treated well enough. 1 Similar unsatisfactory results are reported in other western countries. 2, 3 A previous report from 2000 4 showed, among other data, that only 5% of units routinely used analgesia for commonly painful procedures such as venipuncture, central catheter line insertion, versus 35% reported in the present article. This increase is positive but remains unsatisfying. The authors of the current article are also concerned regarding this apparent delay as they write: 'The reason that clinicians are so slow at taking up the routine use of analgesia is not clear when well-designed studies show a clear benefit to patients'. 1 They suppose that better training in analgesic procedures will increase use of agents to ameliorate pain, but we are not as sure as pain treatment has some 'special' features that make it different from the treatment of other conditions.
Here we discuss three reasons that make neonatal pain 'different', and that may account for the resistance towards neonatal analgesia.
Legal reasons
So called 'defensive medicine' lays at the basis of many clinical decisions. 5 The concern about legal consequences leads physicians to avoid liability, sometimes using unnecessary laboratory studies. However, defensive medicine has another drawback, that is, when the risk for legal consequences is low, 6 then misconduct may be more frequent. This is the case for pain, as when a correlation between a painful procedure and harm is not demonstrable then those who provoke unjustified pain are not at risk of legal consequences. 7 Consequently, in contrast with other harmful conditions, caregivers may feel less moral urgency in providing analgesia.
Vitality
Until recent years most efforts in neonatal medicine have been devoted to promotion of the newborn's survival rather than wellbeing. 8 The fear to invest too much in the care of babies with precarious vitality may have been a psychological brake for neonatologists to treat them as owners of full human rights worthy of comprehensive care rather than simple subjects worthy of only cure. Indeed, the current definition of pain made by the IASP in 1991, reflects this difficulty to consider preverbal patients as 'persons', 'because it does not apply to patients that are incapable of self-report'. 9 
Empathy
The notion that newborns are neurobiologically social 10 is not yet evident in everyday clinical activity, though recent research demonstrated that we can exploit this attribute to offer newborns a more humane care. For instance, sensitivity to the critically-ill infant's need of relationship enhances the power of nonpharmacological analgesia 11 and decreases brain damage. 12 We cannot struggle against pain if we do not consider newborns' wishes, fears and attempts to communicate. Alternatively, analgesia without reassurance, distraction, comfort and empathy is misbalanced and weak.
Neonatal pain has long time been denied. As recently as 20 years ago most anesthesiologists declared that newborns could feel no pain 13 and only few used opioids even for major surgery. 13 Neonatal pain treatment is now widely accepted but much work is still to be done. For instance, as noted by McKechnie and Levene, 1 staff turnover is high and knowledge dissipates rapidly in such circumstances. These authors suggest that in these circumstances oral communication of pain guidelines may be insufficient and state that increased use of written guidelines will optimize knowledge transfer between caregiving staff. We believe that a prerequisite should be full acknowledgement of a newborn's personhood, that is, entitlement not only to analgesics, but also to care, comfort and respect. This might make caregivers already familiar with newborns, with their language and their pain, even more sensitive as then the caregivers will recognize subtle and hidden sources of pain (for example, noise, isolation and lights). It will also amplify the power of analgesic treatments as shown by the analgesic effect of maternal breastfeeding or cuddles.
14 This will cost great effort, because 'caring for (y) patients who do not comprehend the purpose of the physician-patient interaction may render physicians vulnerable to losing empathy with their patients and objectifying them. This can lead to viewing patients as collections of symptoms rather than as humans suffering with illnesses and burdens'. 15 But this is the challenge of neonatal pain treatment, which stimulates our ability of seeing beyond the appearance of an almost uncommunicative patient.
